In this issue of Circulation, Abascal and coworkers' present another in a series of articles in which they conclude that echocardiographic evidence of thickening, immobility, subvalvular fusion, and calcification of the stenotic mitral valve predicts a low immediate success rate of mitral balloon dilation. 
The impressive results of surgical commissurotomy relied in part on surgeons' "almost mystical ability to select (surgical) candidates."10 Initially, there was a tendency for the cardiologist, although a novice in valvular interventional therapy, to belittle such opinions. The literature surgeons cited seemed antiquated, and broad experience in treating mitral stenosis by commissurotomy antedated the professional careers of most invasive cardiologists. Which valves might respond to balloon dilation seemed to cardiologists an unanswered question.
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Perhaps prompted by their own or by others' adverse experiences with balloon dilation of severely deformed mitral valves, several authors instituted ongoing studies to assess the relation of echocardiographic valvular morphology to outcome.1-5'11-'3 In large measure, they found that the surgeons were right all along. Not all percutaneous valve dilation procedures are successful. Although there are patients whose valves can be successfully treated with balloon dilation, there are others who are probably better off with surgery. Finally, the predictable relation of valve morphology to successful mitral balloon dilation provokes comment about the mechanism of successful mitral balloon dilation and suggests appropriate naming for the balloon dilation procedure. Finally, the predictable relation of valve morphology to successful mitral balloon dilation invites comment about the mechanism of mitral balloon dilation and suggests appropriate naming for the balloon dilation procedure. In vitro,14,15 autopsy,16 and echocardiographic17 studies suggest two possible effects of balloon dilation in mitral stenosis. Balloon dilation separates fused commissures and increases the flexibility of stenotic valves by cracking calcific deposits within the valve leaflets. The echocardiographic and clinical data in the balloon dilation studies cited above suggest that of these two effects, the opening of commissures in a flexible valve (-tomy, derived from the Greek -tomos, in turn derived from temnein, to cut) provides a high chance of effectively relieving mitral stenosis. In contrast, simply deforming an inflexible or calcified mitral valve in hopes of increasing its flexibility (-plasty, derived from the Greek -plastia, in turn derived from plassein, to mold or form) does not usually relieve mitral stenosis in a lasting way. Thus, recent publications labeling mitral valve balloon procedures "valvulotomy" or "commissurotomy" rather than "valvuloplasty" probably correctly identify the preferred therapeutic process.
Percutaneous mitral balloon valvulotomy or valvuloplasty? The difference is more than semantic; it is probably the difference between success and failure.
